Madam, Cardiac arrest at the time of epidural anesthesia secondary to overdose of local anesthetic (LA), intravascular injection of LA, excessive sympathetic blockade [1] has been reported in the literature. Cardiac arrest occurring due to vasovagal syncope during insertion of an epidural catheter and before administration of any medication epidurally has rarely been reported. [2, 3] In both these cases, patient had a history of the vasovagal episode during a previous procedure. We report a patient who had cardiac arrest during the time of epidural catheter insertion at the time of second surgery being done under regional anesthesia.
A 29-year-old male patient was admitted for the free flap to cover a defect in left lower limb. He had a history of trauma 7 months back involving blunt trauma abdomen and heal pad loss. Exploratory laparotomy was done at the time of trauma. After 1 month, he underwent debridement and skin grafting under spinal anesthesia, which was uneventful. Baseline blood investigation and baseline echocardiogram were normal. No premedication was given. In the operation theater, routine monitors were placed. Intravenous access was secured and patient preloaded with 1 L of lactated Ringer solution. After full aseptic precautions, 2% lignocaine was infiltrated at puncture site in sitting position. Epidural space was located at the L3-4 level using 18G Tuohy's needle in first attempt using loss of resistance to saline. Patient was comfortable till this time. During the insertion of an epidural catheter, heart rate dropped suddenly from 86 to 72 and then to 54. At this point, we asked the patient whether he was comfortable. He complained of dizziness and heart rate fell further to 30. At this stage, the epidural needle was withdrawn and the patient was placed supine. Patient became agitated and violent and started pushing caretakers away. 100% oxygen was given by facemask. Patient became unresponsiveness; monitor showed asystole and atropine 0.6 mg intravenous was administered. As we were about to begin cardiopulmonary resuscitation, the electrocardiogram showed an escape rhythm followed by a normal sinus rhythm. As our noninvasive pressure was set at 5 min, we did not get any reading of <100 mmHg systolic blood pressure. Patient regained consciousness over next few seconds. Patient was then observed for 15 min and given general anesthesia for surgery thereafter. Surgery was performed uneventfully under general anesthesia with isoflurane and the patient was extubated without any untoward sequelae.
Neurocardiogenic syncope occurs recurrently in a susceptible individual and history of such episodes in previous procedures is usually present. [3] Our patient was a trauma victim and had undergone two procedures both under spinal and general anesthesia. There was no history of any vasovagal attack during previous procedures and patient was adequately hydrated ruling out the main predisposing factors. We believe that nociception provoked vasovagal attack resulting in cardiac arrest in our patient. Young and healthy patients with high vagal tone are more prone to vasovagal attacks resulting in severe bradycardia and cardiac arrest.
[4] Our case highlights two things. First, vasovagal attack leading to cardiac arrest can be triggered by the placement of an epidural catheter even before giving any LA. Second, it can occur in patients who have previous uneventful procedures under regional/general anesthesia. Hence, such event should be anticipated even in patients who have previous uneventful surgeries and careful vigilance should be kept on both patient and monitor during the procedure. This is an open access journal, and articles are distributed under the terms of the Creative Commons Attribution-NonCommercialShareAlike 4.0 License, which allows others to remix, tweak, and build upon the work non-commercially, as long as appropriate credit is given and the new creations are licensed under the identical terms.
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was kept NPO adequately, in addition to the presence of NGT allowing for suctioning of gastric contents (if any). After establishing intravenous access and routine monitoring, ketamine 10 mg bolus (0.5 mg/kg) was given with which the child fell asleep. Subsequently, a field block was given with a mixture of 0.2% ropivacaine and 1% lignocaine. Fentanyl 5 mcg (0.25 mcg/kg) was given just before skin incision. With these minimal doses, the respiratory rate fell to 3/min. A pediatric open circuit was used to assess respiration and assist if necessary. The child did not have any response to surgical incision, neither did she require any further doses. The procedure was completed successfully at the end of which she was shifted to a high dependency unit for monitoring.
Though Markham et al. state that ketamine has been shown to inhibit oxidation in mitochondria in animal models, [2] there is paucity in literature on its untoward effects in patients
Anesthetic management of a patient with MELAS
Madam, Mitochondrial diseases (MDs) have an incidence of 1:4000 live births. [1] With advancing diagnostic and treatment facilities, increasing number of patients present for anesthesia for diagnostic procedures or palliative surgeries. MELAS is a subgroup of MDs characterized by mitochondrial encephalomyopathy, lactic acidosis, and stroke. These diseases have variable clinical presentation with multisystem involvement [ Table 1 ]. Although clues to the disease may manifest in early years, most cases become clinically symptomatic after late childhood. Pediatric onset disease is more progressive with neurological, cardiac and liver dysfunction. These patients have increased sensitivity to most drugs used in anesthesia [ Table 2 ]. However, to the best of our knowledge, there are no reports of any adverse events with ketamine and fentanyl in MD patients.
We report a 9-year-old girl, weighing 19 kg, with MELAS, and recurrent aspiration pneumonia due to bulbar involvement. She was on nasogastric tube (NGT) feeds and was planned for laparoscopic gastrostomy under general anesthesia. On examination, she was alert, conscious and dysarthric. Her respiratory rate was 30/min, oxygen saturation 93% on room air and 96% with oxygen supplementation. Bilateral coarse crepitations were present. Chest X-ray showed features suggestive of aspiration pneumonia.
In view of her pulmonary condition and increased vulnerability to anesthetic agents, an open procedure was settled on, after discussion with the surgeons, under a combination of sedation with fentanyl-ketamine and local field block. She was adequately fasted, while maintained on dextrose containing intravenous fluid to avoid increasing metabolic burden. The risk of potential aspiration was considered minimal as she 
